Letter: limitations of defecography among patients with refractory constipation by Basilisco, Guido & Corsetti, Maura
Dear Editor,  
we read with interest the systematic review with meta-analysis by Grossi U et al that was long 
due in this field. The aim of this study was to systematically review and meta‐analyse rates of 
structural and functional abnormalities diagnosed by barium defecography and/or magnetic 
resonance imaging defecography (MRID) in patients with symptoms of chonic constipation  
and healthy subjects, This manuscript concluded that the prevalence of structural and 
functional abnormalities detected by defecography was high, but varied considerably across 
studies, with high heterogeneity that may reflect variation in measurements, patients, or 
procedural variations. (1) Based on these data, the Authors proposed that defecography 
should be the first line diagnostic test in patients with refractory constipation. This conclusion 
seems premature according to principles of evidence based diagnostics (2) and we are afraid 
this might lead to surgical overtreatment of constipated patients. 
The first step to introduce a test in clinical practice is to establish the normal range in studies 
large enough to examine the potential influence of variables such as sex and age,. Initial 
studies on defecography were limited to young healthy subjects. Age, body mass index and 
parity are significantly associated with the frequency of pelvic floor disorders (3), but they 
also affect anorectal motion in asymptomatic healthy women (4), prompting the need of 
normal values adjusted for these variables. In addition the major problem of the available 
studies with defecography is that this technique is not standardazied across different centres 
and, as correctly pointed out by the Authors (1), this is reflected in the considerable variation 
of results among studies.  
The second step should be to assess the association between the abnormal values of the test 
and the “disease” in terms of sensitivity, specificity and predictive values. In this context it 
should be demonstrated that the anatomical abnormality is responsible of patients’ 
symptoms. Chronic constipation is a multi-factorial disease in which diet, colonic motor, 
metabolic and absorptive function, rectal sensitivity, behavioural responses and psychological 
factors plays interacting roles. How much an anatomical rectal abnormality might be more or 
less relevant to cause patients’ symptoms is difficult to be established in clinical practice. 
Certainly all these factors should be considered in the studies assessing the diagnostic 
performances of the test.  
The third and most important step however remains the question: “Does patients benefit from 
testing in comparison to those not tested”? Only randomized clinical trials assessing both 
beneficial and harmful effects of the two diagnostic strategies in the long term will answer the 
question.  Waiting for the results of these studies it should be considered that perioperative 
complications and long term adverse events of rectal suspension, rectovaginal reinforcement 
or rectal excision for constipation range from 6.1 to 21.5 % (5), that side effects of rectal 
surgery should consider also urinary and sexual dysfunction for which prior rectal surgery 
represent the most important predictive factor (6), and that patients rate the severity of 
adverse functional outcomes of surgery for pelvic floor disorders similar to intensive care unit 
admission and death (7). 
To avoid that an increasing number of patients with a perfect anatomical correction after 
surgery might be unhappy because of problems such pain, urgency, sexual dysfunction or 
simply the disappointment of their expectations we propose that the international community 
should work together to standardised the defecograhy and finally plan high quality studies to 
clearly demonstrated that the anatomical alterations are indeed related to patients symptoms 
and that their correction improve these symptoms. In the meantime we should use the results 
of this interesting manuscript to use even more caution in interpreting the results of a non-
standardised technique to decide for surgical correction of a rectal anatomical abnormalities. 
 
Guido Basilisco and Maura Corsetti    
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